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Background 
The National Psychiatric Morbidity Surveys include English cross-sectional household samples 
surveyed in 1993, 2000 and 2007. 
Aims 
To evaluate frequency of common mental disorders (CMDs), service contact and treatment.  
Methods 
Common mental disorders (CMD) were identified with the Clinical Interview Schedule – Revised (CIS-
R). Service contact and treatment were established in structured interviews.  
Outcomes 
There were 8615, 6126 and 5385 participants aged 16-64. Prevalence of CMD was consistent (1993: 
14.3%; 2000: 16.0%; 2007: 16.0%), as was past-year Primary Care Physician contact for psychological 
problems (1993: 11.3%; 2000: 12.0%; 2007: 11.7%).  Antidepressant receipt in people with CMD 
more than doubled between 1993 (5.7%) and 2000 (14.5%), with little further increase by 2007 
(15.8%).  Psychological treatments increased in successive surveys. Many with CMD received no 
treatment.   
Interpretation 
Reduction in prevalence did not follow increased treatment uptake, and may require universal public 
health measures together with individual pharmacological, psychological and computer-based 
interventions. 
Declaration of Interest: None 
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Introduction 
Common mental disorders (CMDs) have significant economic and social costs(1) and are major 
contributors to the burden of disability in England(2).  There has been concern, especially since the 
1970s that the prevalence of mental disorders is increasing(3;4). However, while the prevalence of 
depressive disorder obtained in successive psychiatric community surveys has been relatively stable 
in the UK and the US(5;6),  thresholds for diagnosis by Primary Care Physicians (PCPs) have become 
progressively lower(7).  The British National Psychiatric Morbidity Survey programme (NPMS; 
http://www.mentalhealthsurveys.co.uk/) includes repeated large-scale cross-sectional household 
surveys of the British adult population, carried out in 1993, 2000 and 2007, using standardised and 
essentially unchanged methods(8-11). The programme was developed to monitor the mental health 
of people living in private households, with a view to informing government mental health policy. In 
consequence, we may compare rates of mental disorders, health service use and treatment delivery 
at different time-points over a 15 year period. As the 2007 survey covered only England, we 
restricted the current analyses to the English population in each survey. Recent analyses of the 
NPMS(6) found no clear secular trend in common mental disorder in general or in depressive 
episode in particular. Increasing hypnotic use in the NPMS has been reported elsewhere.(12)  We 
have previously examined trends between 1993 and 2000(13). In the current study, we used cross-
sectional data to compare rates of health service use for a psychological problem for those with and 
without CMD in the three adult surveys spanning 1993 to 2007. This allowed us to identify changes 
in the use of psychoactive medication, and provides context for assessing the impact of the 
Improving Access to Psychological Therapies (IAPT)(14). 
Methods 
Data Sources 
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The methods used for the three national surveys have been described in detail elsewhere(9-11). 
While improvements were made in successive surveys, the emphasis was on using identical 
instruments wherever possible.  Adults living in private households were sampled using population-
based multi-phase probability sampling, and interviewed in the first phase by lay interviewers. The 
stratification of primary sampling units by region and socioeconomic characteristics was more fine-
grained in 2007 than in 2000 and 1993, but, in each case, the data can be weighted to represent the 
English household population at the time of the survey. Sample sizes were designed to provide the 
statistical power required for estimating the prevalence of rare disorders (0.5%-1.0%) by age, sex 
and region, and thus to have sufficient power to analyse prevalence of health service use by age, sex 
and survey.   
Data on health service use were derived through directly comparable questions in all 3 surveys. 
Fieldwork was carried out between April and September 1993, between March and September 
2000, and between October 2006 and December 2007.  Response rates for the household NPMS 
were 79% in 1993, 69% in 2000, and 57% in 2007.  The paper and pencil questionnaires used in 1993 
were replaced by computer assisted interviewing in subsequent surveys; this is not thought to affect 
the results substantially(15). 
Measures 
The surveys collected information about the use of services and receipt of treatments. In 1993 and 
2000, all participants were asked the question: ‘Are you taking any pills or tablets or any other 
medicine by mouth which have been prescribed for you?’  In 2007, the question took the form: ‘Are 
you taking any pills or tablets which have been prescribed for you?’ In all three surveys participants 
were also asked if they were having a regular course of injections.  The medicines were coded 
according to British National Formulary categories(16) during data entry subsequent to the interview 
in the 1993 and 2007 surveys and at interview in the 2000  survey. In 1993 and 2000, all medications 
being taken were elicited and coded. In 2007, participants were asked if they were taking any 
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psychoactive medication using show-cards with all commonly prescribed medications(17).  In the 
current study we analyse two groups: (a) antidepressants; and (b) hypnotics and anxiolytics.  
The surveys collected information about “talking treatments” for mental health problems. 
Participants were handed a show-card listing interventions and asked: 
‘Looking at this card, could you tell me if you are having any counselling or therapy for a mental, 
nervous or emotional problem either at home, at a doctor’s surgery, a health centre, hospital or 
clinic?’ 
In the current analysis, participants who answered positively were counted as receiving a talking 
treatment. These were also asked ‘Which type/s of counselling or therapy are you having?’ Talking 
therapies from the show-card were subsequently grouped into the following categories:  
(a) Psychotherapy (b) behavioural or cognitive therapy (c) counselling (d) other therapy, including 
art, music or drama therapy, social skills training, marital or family therapy, and sex therapy. 
The use of health and social services was recorded. The current analysis considers only primary care 
consultations.  Participants were asked: 
‘In the past 12 months, have you spoken to a general practitioner or family doctor on your own 
behalf, either in person or by telephone about being anxious or depressed or a mental, nervous or 
emotional problem?’   
In all three surveys the presence of CMD was assessed using the Clinical Interview Schedule-Revised 
(CIS-R)(18).  This structured interview is designed for lay interviewers. Questions refer to neurotic 
symptoms experienced in the past week or month. In the current analyses we use the CIS-R total 
score, which reflects the overall severity of neurotic symptoms. The presence of CMD was defined as 
a total score of 12 and above. However, we also grouped participants’ scores in the bands 0-5, 6-11, 
12-17, and 18+ in order to examine links between the extent of CMD symptoms and service contact 
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and treatment. Additionally, the participants’ answers to the CIS-R were used to define the ICD-10 
diagnosis of depressive disorder. The CIS-R does not differentiate between single and recurrent 
episodes, so this measure includes depressive episode (F32) and recurrent depressive disorder (F33). 
Participants 
Data were weighted to allow for survey design and differences in non-response by age, sex region 
and socioeconomic status, so that results are representative of the English household population of 
comparable age at the time of survey(9).  Because the upper age limit varied between surveys, we 
restricted the age range to 16-64, a range covered in all three surveys. People assessed as having 
possible psychotic disorder (as described by Qassem et al. (19)) were excluded from analysis. 
Statistical Analysis 
Men and women were analysed separately.  We carried out a descriptive analysis of health service 
use and of pharmacological and psychological interventions by sex and survey.  The svy proportion 
procedure in STATA 13.1 for OS X was used to obtain estimates and approximate linearization based 
standard errors, accounting for the complex survey design. Statistical comparisons used the adjusted 
Wald test with a two-sided 5% significance level.   
Results 
Sample characteristics 
After excluding participants with possible psychosis, 8615 adults aged 16 to 64 years were 
interviewed in English private households in 1993, 6126 in 2000, and 5385 in 2007.  The prevalence 
of CMD in these samples was 14.3% in 1993, 16.0% in 2000 and 16.0% in 2007. Missing data were 
minimal (<0.3%) and did not affect our conclusions.  
 
Trends in health service use 
7 
 
Prevalence of contact with a PCP for a psychological problem in the past year was 11.3% in 1993, 
12.0% in 2000 and 11.7% in 2007. There was no statistically significant change between 1993 and 
2000 or between 2000 and 2007 in the frequency of contact in the previous year for a psychological 
problem, regardless of gender or the presence of a CMD (Table 1).  This pattern of no change 
persisted when participants were subdivided by CIS-R score, with the possible exception of men who 
scored 18 or more, where there was a borderline non-significant increase in those making contact of 
10.3 percentage points from 36.6% to 46.9% between 1993 and 2000.  As expected, in each survey 
PCP contact increased pari passu with increasing CIS-R scores. Nevertheless, some people in the 
lowest scoring group had visited a PCP within the last year for a mental problem, while even in the 
highest scoring group between a half and two thirds of participants had not done so. However, 
among those with a research diagnosis of ICD-10 depressive episode, contact increased by about a 
third between 1993 and 2000, from 38.2% to 51.9% in men and from 49.5% to 68.2% in women, 
before stabilizing (Table 1).  This increase was statistically significant in women, but not in men. 
Table 1 about here 
Increased primary physician contact between 1993 and 2000 in people with disorder or depressive 
episode meriting treatment (CIS-R>=18) was paralleled by an increased use of antidepressants.  This 
trebled among men with ICD-10 depressive episode, from 9.6% to 29.2%, and doubled from 15.0% 
to 30.2% in women (Table 2).  There was a similar increase in the group with a CMD, defined by CIS-
R>=12, increasing from 4.8% to 12.0% in men, and from 6.3% to 16.2% in women.  Although limited 
by small numbers in men, an increase was also apparent in non-cases, in whom, antidepressant 
treatment was very rare in 1993, but had increased to 1.1% in men and 3.2% in women by 2000.   
In those with the highest CIS-R scores (CIS-R>=18), antidepressant treatment was comparable in men 
and women across the three surveys. It should be noted that the gap in antidepressant receipt 
between the highest- and second-highest scoring CIS-R groups increased noticeably over the survey 
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years  In addition,, statistically significant increases in women between 1993 and 2000 opened a 
gender gap in treatment at the CIS-R scores from 6 to 17 (Figure 1).   
Figure 1 about here 
The period 2000-2007 was one of stabilization in antidepressant use, with scarcely any further 
change.  
Table 2 about here 
Small increases in the use of anxiolytics and hypnotics between 1993 and 2000 were followed by a 
reduction between 2000 and 2007, though these changes were non-significant (Table 3). The use of 
these medications was rare in non-cases of both sexes, while in those with CMD, usage was similar 
in men and women, generally around 4% in the three surveys, and showing no consistent change. 
Table 3 about here 
In men with a CMD, there was a statistically significant increase in receipt of any type of talking 
therapy in the past year, from 4.8% in 1993 to 9.8% in 2000 (difference 5.0%; 95% CI 1.1-8.8), 
followed by stabilization with 10.4% receiving treatment in 2007.  In women with a CMD the 
corresponding increase was statistically non-significant, with rates of 6.8%, 7.2% and 9.3% across the 
3 surveys.  Receipt of any talking therapy was somewhat greater among people with ICD-10 
depressive episode, with an increasing trend across the surveys, from 7.8% to 14.1% and then 23.4% 
in men, and from 12.5% to 15.5% and 20.1% in women. Pairwise differences between surveys were 
non-significant. In the online supplement we provide tables equivalent to Tables 1 to 3 but based on 
data for the two sexes combined. 
 
Counselling was the most frequent form of talking therapy, with between 3 and 5% of people with 
CMD reporting receipt in the past year: there was little difference between the sexes and little 
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evidence of trends between the surveys. The use of psychotherapy was also rare, being reported by 
very few non-cases, and a small percentage of cases. Of participants with CMD, 0.1% in 1993, 0.8% 
in 2000, and 1.8% in 2007 reported receiving CBT within the past year. Though these increases were 
significant when the sexes were amalgamated, the actual numbers having CBT were very small, 
rising from 2 in 1993 to 22 in 2007. In all the surveys, small numbers of people with a CMD were 
receiving other therapies, such as sex or marital therapy, art or music therapy, group meditation or 
social skills training.   
When psychoactive medication and talking treatments were combined, rates increased markedly in 
those with CMD between 1993 and 2000, from 11.4% to 20.1% in men and from 13.6% to 22.2% in 
women, followed by stabilization.  In 2007, 20.6% of women and 24.3% of men with CMD received 
some form of treatment.  In men with ICD-10 depression, the percentage receiving any treatment 
more than doubled between 1993 and 2000, from 17.5% to 40.9%, while 45.5% received treatment 
in 2007.  The trend for women was similar, with corresponding percentages of 25.3%, 38.6% and 
40.4%. 
 
Discussion 
Against a background of a largely stable prevalence of CMD, there was little change in PCP contact 
for a psychological problem over the period from 1993 to 2007.  However, treatment with 
antidepressants increased significantly, nearly trebling between 1993 and 2000, following which 
there was no further increase between 2000 and 2007.  Even so, only a sixth or so of CMD cases and 
less than a third of depressive episode cases were receiving antidepressants by 2007. There was 
limited evidence of an increase in talking treatments between 1993 and 2007, but take-up of these 
treatments remained quite rare. Even in 2007, a large majority of people with CMD, and a majority 
even of those with depressive episode received no treatment for their disorder. 
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A major strength of this study, not available in similar studies around the world, is consistent 
measures of health service use, combined with standardised psychiatric evaluation based on 
identical measures, across three large representative cross-sectional surveys of the English 
household population spanning 15 years.  It includes the many individuals who are symptomatic but 
do not seek treatment. It is thus an essential adjunct to studies using routine data from self-selected 
general practices, which are subject to variations in help-seeking behaviour by patients, and in 
diagnostic and reporting behaviour by PCPs.   
Although national surveys have the advantage of eliciting data from large representative samples, 
the declining response rates in the successive surveys are a matter for concern(20).  Nevertheless, 
great care was taken to reduce biases in these surveys by the use of a sophisticated weighting 
procedure. Moreover, recent non-response analyses of surveys from Scandinavian countries 
(especially those using population registers as a sampling frame) indicate very little non-response 
bias on a wide variety of physical and mental health measures (21-23). 
The surveys did not include homeless people or those living in institutions, who are likely to be older 
and in poorer mental health than those in private households. These subgroups are, however, very 
small relative to the general population, and the exclusions remained the same with each wave, so 
trends will not have been affected. 
Our results are broadly consistent with routine database(24)
 
and prescription(25) data, which also 
indicate a slowing of the increase in antidepressant prescribing in the UK in the early 2000s, after the 
rapid increases of the 1980s and 1990s. The combination of a stable prevalence of psychological 
morbidity with increased rates of treatment between 1993 and 2000 is also consistent with findings 
in the US National Comorbidity Surveys(5).   
The absence of treatment in people identified as having CMDs may not represent a failure of 
treatment practice. Given that many episodes of CMD are self-limiting, a period of watchful waiting 
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is reasonable before initiating treatment, as recommended in the current NICE guidelines(26).  On 
the other hand, the levels of treatment identified in these surveys really were very low.  Even in the 
later surveys, less than a third of people with a research diagnosis of depressive episode were 
receiving antidepressant treatment, and considerably fewer were being treated with psychological 
interventions. Overall, only one in four of those with a CMD was receiving treatment of any kind in 
2000 and in 2007. 
There is some reassurance in our finding that the major determinant of contact and treatment is 
severity: the use of antidepressants clearly increases proportionately as the level of psychological 
disturbance increases. Moreover, the increase in antidepressant receipt over time was most 
apparent in those with the most severe disorder.  However, the strong message from our results is 
that too few people are getting treatment for their disorders. Our results point to a failure of contact 
with primary care services, compounded by current under-treatment. But we cannot say to what 
extent this is due to under-recognition by practitioners or by patient behaviour driven, for example, 
by stigma.  
In each survey, there was some receipt of antidepressants in people who scored below the case 
threshold on the CIS-R. The increased receipt seen in cases in successive surveys was also seen in 
non-cases, such that, by 2007, 1.2% of male non-cases and 4% of female non-cases were in receipt 
of antidepressants. In 1993 only 13.7% of antidepressant treatments were being given to people 
who were non-cases, a figure rising to 43.1% in 2000, and 45.4% in 2007. This indeed has the 
appearance of a significant shift in practice.  
The presence of treatment in people with no identified disorder might seem to represent over-
treatment, but the NPMS records symptoms at the time of survey, and an unknown number are 
likely to be in the maintenance phase of treatment, as now recommended in the British NICE 
guidelines(26)). Thus if antidepressant treatment is effective in reducing symptoms to non-case 
levels in, say, a mean of 3 months, and maintenance treatment is prescribed for a further 3 months, 
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one would expect half of those treated to be non-cases at any point in time, approximately what we 
found in the two later surveys.  The emerging treatment of those with lower CIS-R scores in women, 
as seen in Figure 1 may indicate treatment success, against a background of greater resistance to 
treatment in men. Nevertheless, worries remain about whether the treatment of non-cases may 
sometimes represent misdiagnosis or a failure of monitoring by prescribers. It may also raise 
concerns about dependency.  
Some increases in use of antidepressants between 1993 and 2000 may be attributable to the Defeat 
Depression Campaign of 1992-1996, and related national policy initiatives to support improved 
assessment and management of depression in primary care(13)  Increases in prescribing may also be 
due to other factors external to the patient, such as shifts in professional opinion and health policy, 
the development of diagnostic manuals, and National Health Service and UK-adapted WHO 
guidelines(27). Such changes include screening approaches, pharmaceutical company marketing 
efforts (including direct-to-consumer marketing(7), and the availability of treatments. Moore and 
colleagues(24) have shown that increases in prescribing in the UK were largely due to increased 
progression to long-term prescribing in a small number of patients, at least in incident cases. This is 
consistent with the maintenance guidelines from NICE(26).  
The use of sedatives (anxiolytics or hypnotics) showed minor, inconsistent and non-significant 
changes. Only a few percent of cases were taking these drugs, and the proportion of non-cases doing 
so was very small.  
Few people were receiving counselling or psychotherapy. While there were significant changes 
between the surveys, the numbers involved were very small: by 2007 about one in 40 people with 
CMD reported being treated in this way. However, even the 2007 survey was too early to capture 
the full benefit of the British national Initiative for Access to Psychological Treatments (IAPT), which 
includes a nationwide roll-out of psychological therapy services for adults(14). The 2007 survey thus 
provides a benchmark for future evaluation of the impact of IAPT. 
13 
 
Our analyses suggest some improvement in levels of treatment over the three surveys, but little 
difference in the levels of disorder. Similar findings have been reported from other countries (28;29). 
This might seem disappointing, but needs to be seen in the context of a number of possible 
limitations. First, there is the number of cases that must be treated in order to achieve one extra 
recovery (“Number Needed to Treat”: NNT). For both antidepressant therapy and CBT, this is around 
7(30;31). Thus, even if everyone with a common mental disorder were treated with medication or 
psychological intervention (and they clearly are not), the prevalence would only decline by 1 in 7. 
Second, the weight of evidence from meta-analyses of placebo-controlled trials suggests that 
antidepressant drugs have little effect in mild depression(30;32) and most cases in the general 
population are mild.  Finally, changes in unknown or unmeasured factors could have acted to cancel 
out possible benefits of improved treatment. 
Depression continues to be a leading and rising cause of disability worldwide: the Global Burden of 
Disease (GBD) studies underlined the ‘large unrecognised burden of mental illness in developed and 
developing countries - 8·5% of Disability Adjusted Life Years (DALYs) in the GBD 1990, study and 
10·1% in the GBD 2010 study(33). Attention was drawn to ‘the urgent need for identification and 
implementation of effective and affordable strategies for this set of problems’(34). It is surely time 
to ask if more can be done by expanding on current strategies. 
Both chronic care and collaborative care models(35;36) have potential for improving routine 
screening and diagnosis of depressive disorders, by increasing the use of evidence-based protocols 
for the proactive management of diagnosed depressive disorders; and by improving clinical and 
community support for active patient engagement in treatment goal-setting and self-management. 
Collaborative care is a multi-component, healthcare system-level intervention that uses case 
managers to link primary care providers, patients, and mental health specialists. In addition to case 
management support, primary care providers receive consultation and decision support from mental 
health specialists (i.e., psychiatrists and psychologists)(35). Case-managers provide links between 
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primary care providers, patients, and mental health specialists as necessary. The chronic care 
model(36), comprising structured, frequent, pro-active care review of patients with chronic 
depression in primary care, has been successfully applied in diabetes(37) and hypertension(38).  
However, the development of a chronic care model for mental disorders is premature without 
reliable screening protocols and a clear evidence base for treatments, both currently lacking. Others 
have shown high levels of comorbidity with physical health problems(2).  Although there are barriers 
to implementation, the potential economic and health benefits of integrated models of care are 
considerable(39), but again will be hampered by weaknesses in the evidence concerning assessment 
and treatment of mental disorders. An expanded research and professional education effort is 
required to underpin development of chronic and collaborative models of primary care for mental 
disorders.  
The elimination of under-treatment (40) is clearly an important humanitarian objective, and is being 
pursued energetically in Australia, particularly with the use of web-based resources(39;41;42). 
Nevertheless such initiatives can have only moderate impact. The public health imperative of 
reducing the population burden of common mental disorders may therefore be served better 
through interventions at the population level. Socio-economic interventions are hard to mount, and 
in any case are often vitiated by the unintended consequences of other politically determined 
changes, for instance changes in employment levels and the characteristics of the work 
environment(43-45).  Moreover, socio-economic interventions may be less effective because area 
effects on risk of common mental disorders are relatively unimportant compared to individual and 
household level effects(46-48). The most significant predictor of depression in adults is prior 
subthreshold depression(31;49), but population based approaches for supporting adults with 
subthreshold depression have hardly been considered. A potentially promising model for reducing 
under-treatment has been demonstrated in a psychological treatment trial for postnatal 
depression(50) based on retraining health visitors.  Expanding the role of primary health care front 
line practitioners to include effective psychological treatment skills(50) without the need for referral 
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to separate services may also be more generally acceptable(51) and could even lead to depression 
prevention effects, for example, delivered by community midwives and health visitors(50;52;53).  
 
Conclusion 
While pharmacological treatments develop, the experience of the era of SSRIs outlined here and 
elsewhere shows they are unlikely to dent the burden of mental disorders substantially in the short 
and medium term.  We have found that even in those with more severe disorder (CIS-R 18+), many 
have had no recent contact with a PCP, while many others make contact but do not receive 
treatment.  This may reflect barriers including stigma, demoralisation, doubts about efficacy, and 
concerns about polypharmacy and real or perceived side effects.  Measurable effects on prevalence 
and health burden at the population level will require not just one or two, as now, but instead a mix 
of many approaches, requiring pharmacological, psychological and computer-based interventions at 
individual level, together with public health measures, including those integrating preventive mental 
healthcare within general medical care at key stages in the life-course(50;52-54).  Responding to this 
challenge remains an economic and humanitarian imperative. 
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 Table 1    Participants aged 16-64 in three surveys: Contact with primary care physician (PCP) for psychological problems in the past year 
a,b 
    
             
 
  % PCP contact 
(unweighted N) 
% PCP contact 
(unweighted N) 
% PCP contact 
(unweighted N) 
Increase 1993-2000 
% (95% CI) 
Increase 2000-2007 
% (95% CI) 
Survey  1993 2000 2007   
Men No CMD 4.8  4.5  3.8  -0.4 (-1.6, 0.8) -0.7 (-1.9-0.5) 
 
CIS-R 1-5  3.5   (113)  3.0  (65)  1.9  (37) -0.5  (-1.6, 0.7) -1.1 (-2.0, -0.1)
*
 
CIS-R 6-11 
 
10.9  (81) 11.2 (58) 13.2 (45)  0.3   (-3.6, 4.1)   2.0 (-2.8, 6.8) 
CMD 27.8 32.8 32.8  5.0 (-2.1, 12.1) 0.4 (-7.7, 7.8) 
 
CIS-R 12-17 19.3  (51) 19.3 (39) 21.0 (41)  0.0  (-8.2, 8.3)   1.7 (-7.9, 11.2) 
CIS-R 18+ 
 
36.6  (84) 46.9 (98) 44.8 (88) 10.3  (-0.1, 20.6)  -2.0 (-13.2, 9.2) 
ICD-10 
Depressive 
episode 
38.2 (34) 51.9 (42) 50.1 (43) 13.6 (-4.4,31.7) -1.8 (-20.4,16.8) 
All  7.3   (329)  8.2  (260)   7.4 (211)  0.9   (-0.6, 2.3) -0.8 (-2.4, 0.7) 
  
Women No CMD 9.8   9.7  9.2  -0.1 (-1.7, 1.6) -0.5 (-2.3, 1.3) 
 
CIS-R 1-5  6.6  (202)  6.5  (145)  6.2  (129) -0.1 (-1.7, 1.5) -0.3 (-1.9, 1.3) 
CIS-R 6-11 
 
18.0 (196) 19.5 (141) 18.4 (118)  1.6 (-2.7, 5.8) -1.1 (-6.0, 3.7) 
CMD 40.1  41.4  46.0  1.3 (-4.2, 6.8) 2.8 (-3., 8.3) 
 
CIS-R 12-17 31.9 (149) 29.4 (108) 33.0 (112) -2.5 (-9.7, 4.7)  3.6 (-3.9, 11.2) 
CIS-R 18+ 49.0 (225) 55.4 (189) 54.1 (186)  6.4 (-1.5, 14.3) -1.3 (-9.4, 6.9) 
 
ICD-10 
Depressive 
episode 
49.5(78) 68.2 (75) 65.2 (82) 18.7 (5.3, 32.1)
**
 -3.0 (-16.2, 10.1) 
All 15.2 (772) 15.7  (583) 16.1 (545)  0.5 (-1.2, 2.4)  0.4 (-1.6, 2.3) 
a
Spoke to PCP about being anxious or depressed or a mental, nervous or emotional problem. Probable cases of psychosis excluded.
 
b
 Data are weighted to represent the English household population of comparable age 
*
p<0.05 
**
p<0.01 
***
p<0.001 
  
Table 2    Participants aged 16-64 in three surveys: Receipt of antidepressant medication 
a,b
                 
 
  % in receipt 
(unweighted N) 
% in receipt 
(unweighted N) 
% in receipt 
(unweighted N) 
Increase 1993-2000 
% (95% CI) 
Increase 2000-2007 
% (95% CI) 
Survey 
 
 1993 2000 2007   
Men No CMD 0.1 1.1  1.2  1.0 
c
  0.1 (-0.6, 0.8) 
CIS-R 1-5 0.1 (2) 0.6 (14) 0.5 (13) 0.5
c
 -0.1 (-0.6, 0.4) 
CIS-R 6-11 0.3 (2) 3.1 (16) 4.5 (19) 2.7
c
 1.4 (-1.4, 4.1) 
 
CMD 4.8  
 
12.0  13.2  7.2 (2.8, 11.6)
**
 1.1 (-4.2, 6.5) 
CIS-R 12-17 
 
2.4  (6) 3.6  (8) 6.3 (12) 1.2 (-2.3, 4.7)   2.7 (-2.1, 7.5) 
CIS-R 18+ 
 
7.3 (18) 20.9 (44) 20.2 (40) 13.6 (5.9, 21.3)
*** 
 
-0.8 (-10.0, 8.6) 
 
ICD-10 
Depressive 
episode 
9.6 (10) 29.2 (22) 31.1 (24) 19.5 (5.9, 33.2)** 1.9 (-15.1, 19.0) 
All 0.6 (28) 2.5 (82) 2.6 (84) 1.9 (1.1, 2.6)
***
 0.1 (-0.8, 1.1) 
  
Women No CMD 0.2   3.2  4.0  3.0 (2.3,3.7)
***
 0.8 (-0.3, 1.9) 
CIS-R 1-5 0.1 (3) 
 
2.7 (61) 2.9 (57) 2.6
c
  
 
0.2 (-0.9, 1.4)  
CIS-R 6-11 
 
0.4 (5) 4.8 (39) 7.2 (50) 4.4 (2.6, 6.1)
***
 2.4 (-0.3 5.1) 
CMD 6.3  16.2  17.5  9.9 (6.5, 13.3)
***
 1.3 (-2.9, 5.5) 
 
CIS-R 12-17 
 
3.5 (20) 10.4 (43) 13.1 (49) 6.9  (3.1, 10.7)
***
  2.7 (-2.4, 7.7) 
 
CIS-R 18+ 9.3 (43) 22.9 (87) 21.6(80) 13.6 (8.1, 19.2)
***
  -1.4 (-7.9, 5.1)  
 
ICD-10 
Depressive 
episode 
15.0 (24) 30.2 (36) 28.3 (38) 15.2 (3.7, 26.7)
**
 -1.9 (-14.8, 11.0) 
All 1.3 (71) 5.6 (230) 6.6 (236) 4.4 (3.5, 5.3)
***
 1.0 (-0.3, 2.2) 
a
 Probable cases of psychosis excluded.
 
b
 Data are weighted to represent the English household population of comparable age 
c 
insufficient data for confidence intervals 
*
p<0.05 
**
p<0.01 
***
p<0.001 
 Table 3    Participants aged 16-64 in three surveys: Receipt of anxiolytic/hypnotic Medication 
a,b
 
    
 
  % in receipt  
(unweighted N) 
% in receipt 
(unweighted N) 
Increase 1993-2000 
% (95% CI) 
Increase 2000-2007 
% (95% CI) 
Survey 
 
 
 1993 2000 2007   
Men No CMD 0.1 (6) 0.4 (12) 0.3 (5) 0.3 (0.0,0.7)* -0.1(-0.6,0.4) 
 
 
CIS-R 0-5 0.1(3) 0.1(4) 0.2(2) 0
c
 0.1
c 
CIS-R 6-11 
 
0.4(3) 1.8(8) 
1.1(3) 
1.4
c
 -0.7
c
 
CMD 4.3 5.5 3.5 (N) 1.2 (-2.0, 4.5) -2.0 (-5.3, 1.4) 
 
 CIS-R 12-17 3.1  (7) 0.6  (1) 0.7 (1) -2.4
c
  0.1
c
. 
CIS-R 18+ 
 
5.5 (16) 10.6 (23) 6.4 (13) 5.1 (-0.9, 11.2) 
 
-4.2 (-10.7, 2.2) 
 
 ICD-10 
Depresson 
8.5 (10) 14.1 (11) 11.1 (9) 5.6 (-4.7, 15.9) -3.0 (-14.7, 8.8) 
 All 0.6 (29)  1.1 (36)   0.7 (19) 0.5   (0.0, 1.1)
*
 -0.4 (-1.0, 0.3) 
      
Women 
 
No CMD 0.1 (5) 0.6(23) 0.3 (9) 0.5(0.2,0.9)
***
  -0.3 (-0.7, 0.0)
*
 
 CIS-R 0-5 0.1(3) 0.5(13) 0.3(6) 0.4
c
 -0.2(-0.6,0.2)
* 
 CIS-R 6-11 
 
0.2(2) 1.1(10) 
0.4(3) 
0.9
c
 -0.7
c
 
 CMD 4.3  4.5  2.7  0.2 (-1.8, 2.2) -1.8 (-3.8, 0.2) 
 
 CIS-R 12-17 1.9 (12) 2.2 (10) 1.5 (5) 0.3  (-1.6, 2.1)  -0.7 (-2.7, 1.3)  
 CIS-R 18+ 6.8 (36) 7.1 (25) 3.8 (16) 0.3 (-3.4, 4.1)  -3.3 (-6.8, 0.1)  
 
 ICD-10 
Depressive 
episode 
7.0 (12) 7.4 (8) 7.7 (11) 0.4 (-6.3, 7.1) 0.3 (-6.8, 7.4) 
 All 0.9 (53) 1.4  (58) 0.8 (30)  0.5 (0.0, 1.0)
*
  -0.6  (-1.1, 0.0)
* 
a
 Probable cases of psychosis excluded.
 
b
 Data are weighted to represent the English household population of comparable age 
c 
insufficient data for confidence intervals 
*
p<0.05 
**
p<0.01 
***
p<0.001 
 
Figure 1 Change in antidepressant use over three surveys: 1993, 2000, 2007 
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